A 56-year-old man presented with progressive lower extremity claudication, rest and night pain, and severe dyspnea on exertion. Past history included chronic back pain, hypertension, coronary artery disease, and obstructive sleep apnea. Cardiac catheterization was performed and showed a diminutive narrow aorta originating at the renal level and extending distally in the midline (A-D). This was confirmed by computed tomography with a diameter of 4 mm at the renal level and reconstituting distally to 7 mm. The expected normal infrarenal aortic diameter in men ranges from 19 to 21 mm.
1
The patient refused a thoraco-distal abdominal aortic approach and underwent a right-sided axillobifemoral bypass with ringed polytetrafluoroethylene. Postoperative duplex ultrasound confirmed patency of the graft and ample perfusion of the lower extremities with complete relief of symptoms, including his back pain. The patient consented to publication of his case.
DISCUSSION
Infrarenal aortic agenesis, atresia, or coarctation is an extremely rare vascular anomaly with an overall occurrence of 1/62,500 or <0.002%.
2 First described by Quain in 1847, 3 aortic coarctation, the narrowing and tapering of the distal aorta, often leads to uncontrollable hypertension and peripheral vascular disease. 4 Although the etiology of this pathologic entity is unknown, it has been proposed that this syndrome is a result of improper fusion of the distal aortas during the first month of embryonic development. 2 Four types of aortic coarctation, based on location of the coarctation and presence or absence of renal stenosis, exist. 5 The combination in our case of renal artery calcification and infrarenal aortic coarctation places this in a type II category, exceedingly rare in middle-aged men because most of these cases occur in young women.
